MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICAT F DEATH
DEFPARTMENT OF PUBLIC HEALTH AND WELF
DO NOT WRITE AMENDED Registration District No. _. . Primary Registration District No, S==

ON THls $TUB “FITED ROV T 196 2
> - 2 USUAL RESIDENCE (Wheore decenssd lived

1. PLACE OF DEATH . If Institution: Residence before
VS 300

a COUNTY Newton a STATEMS o SOUI‘iE: COUNTY  Neviton admission)
Rev. 4/59 B CITY (i outvide corporate s, give TOWNSHIP only] Length of stay in 1b . CITY Tnside Limite

TOWN Neosho D.0.A. rown Goodman Yes O No

<. FULL NAME OF (If NOT in hospirtel, give location) inside Limits d. STREET {If eutuide, give location) Reslde on Farm
HOSPITAL OR ADDRESS

INSTIUTION S5 ¢ Memorisl hospitall Y& veO Route #1 Yea Dk N D
. NAME OF DECEASED Firsr Middls - - Last | 4. DATE Month Day Year

(Typa or prinn) . . OF ’
William Boyer oeam November 4, 1963
5. SEX 6. COLOR OR RACE 7. Martied (X Never Marrled (1 [B. DATE OF BIRTH | ¥ AGE (Iast birthday) |IF UNDER | YEAR | IF UNDER 24 HR

},ia 1 e Wh ite Widowed [J Divorced [ I+/ 9/1888 7 5 Months | Days Hours Min.

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSIRY| 1}. BIRTHPLACE {City and stete or coyntry} | 12. CITIZEN OF WHAT COLINTRY

king life, if retired .
'i:{ mo"@ Farmep e Farming Newton County, Moi| U.S.A.
l:la FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

BEenrv Bover Siriida Haenn Mae bBover
15. WAS DECEASED EVER IN U.5. ARMED FORCES 14, SOCIAL SECURITY NO. INFORMANT Addrass

{Yes, no, ar unknown} | {If yas, give war or dates o ]"Ia e Boy er Rt #1 GOO dma n }IO
- ’ L]
18. CAUSE OF DEATH (Entar aniy one cavia e i o INTERVAL BETWEEN

PART I. DEATH WAS CAUSED le - QONSET AND DEATH
IMMEDIATE CAUSE (a) @44£Me (:z_ /?ju:. M J%Lﬂo Z ﬁ/ -

Conditions, If any, DUE TO (b) éZﬂ‘ EEQ AL |44’j(_/]_,£w / /;/l + '

which gave rise to
asbove causws (a),
stating the under-
lying causa last. DUE TO {x)

PART 11. DTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not releted 1o -the un-nlml .PART 1L 1f decosssd was female was
dissaws condition given in PART | {a) thore a pregnancy in last 90 days

]Dv..l DNoIDUnknown

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED, (Enrer nsture of injury in PARY | or PART H of item 18.)
PERFORMED? . O [w]
YesO NOQ | TR
20c. TIME GF_ |, Hour"* Month, Day, Yes | -
INJURY am. =T T .
p.m, .-

DATE AMENDED

DOCUMENT

[

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.q., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, fattory, street, offica bidg., atc.} A
NOT WHILE AT WORK [

21. lI attended the decassed from /2-?0" I?S-, L//- ‘]"‘/fég and Intuw:rmlliwnn /l_ lf‘l?é?
Dansth occurred st :L} C. ~ m on the date stated above, and 1o the best of my knowledge, from the causas stated.

22c. DATE SIGNED

- ADD“/ST 0—»@41\,0 S0 /-9-¢3

reo ar mI

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

22a. iiGNA‘I'IZ /1% A

23a. BURIAL CREMATION, | 23b. DATE 1./ 2‘3: NME OF CEMETERY OR CREMATORY . LOCATION {City, town, or county) (State}

Byrial " [11/7/63 O2kwood Cemetery .
24, FUNERAL DIRECTOR ADDRESS 25. TE RECD. BY L L REG.
Clark Funeral Home Neosho, Mo. }).§-é?

{Licanied Embalmar'y Statement on Reverse Side)

BY AFFIDAVIT OF

{TEM NQ.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificale was embalmed by me,

or by Student Embalmer No.

WOrking under my personal supervision. ’
Signed /

Student

Signatyre of Student Embalmer

Licensed Embalmer No.5191

. e
P. O. Address 632 Park St.
Neosho, Mo.
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT!NG." (Failure to comply

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he alsc shall sign in his QWN handwriting.
If this body is not embatmed, fact should be so stated above.




